Rosacea is a chronic skin disorder affecting the facial convexities, characterized by frequent flushing, persistent erythema, and telangiectases. During episodes of inflammation additional features are swelling, papules and pustules. The disease was originally called acne rosacea, a misleading term that unfortunately persists1. The theory of hypersensitivity to Demodexfolliculorum or its products is based primarily on the distribution of rosacea and the mite, the follicular nature of rosacea, and the finding of the mite in areas of acute inflammation in some cases of rosacea10. However, D. folliculorum mites are normal inhabitants of human follicles and sebaceous glands and application of 3% sulphur ointment, while resulting in clinical improvement of rosacea, did not affect the Demodex population1l. At most, the mite induces papule or pustule formation in pre-existing rosacea. Rosacea was once regarded as a seborrhoeic disease. Seborrhoea is, however, not always present12. Unlike acne vulgaris, rosacea is not primarily a disease of sebaceous follicles.
Rosacea is a chronic skin disorder affecting the facial convexities, characterized by frequent flushing, persistent erythema, and telangiectases. During episodes of inflammation additional features are swelling, papules and pustules. The disease was originally called acne rosacea, a misleading term that unfortunately persists1.
Rosacea is a common disease, especially in fair-skinned people of Celtic and northern European heritage; it has been called the curse of the Celts. It is rare in American and African blacks2. Women are more often affected than men, but they seldom suffer the gross tissue and sebaceous gland hyperplasia of rhinophyma. Onset is usually between ages 30 and 50. In a recent epidemiological study the prevalence was 10%, most of the patients having only a red face3. In young patients especially, there may be a history of acne and the conditions may coexist.
PATHOGENESIS
The exact aetiology of rosacea is unknown and theories abound4. Gastrointestinal disturbances, notably dyspepsia with gastric hypochlorhydria, were long suspected of being a causal factor, but controlled investigations with a gastrocamera5 and biopsy studies6 revealed no association. Helicobacter pylori has come under suspicion, but results are conflicting7. For 20 patients, while Schneider et al.9 found no statistical difference in positivity between patients (49%) and controls (43%). Psychogenic factors have been frequently implicated but there is no good evidence that the condition is associated with personality type or is precipitated by emotional disturbance.
The theory of hypersensitivity to Demodexfolliculorum or its products is based primarily on the distribution of rosacea and the mite, the follicular nature of rosacea, and the finding of the mite in areas of acute inflammation in some cases of rosacea10. However, D. folliculorum mites are normal inhabitants of human follicles and sebaceous glands and application of 3% sulphur ointment, while resulting in clinical improvement of rosacea, did not affect the Demodex population1l. At most, the mite induces papule or pustule formation in pre-existing rosacea. Rosacea was once regarded as a seborrhoeic disease. Seborrhoea is, however, not always present12. Unlike acne vulgaris, rosacea is not primarily a disease of sebaceous follicles.
The pathogenesis of rosacea thus remains obscure. What is certain, however, is that rosacea patients are constitutionally predisposed to blushing and flushing. The basic abnormality seems to be a microcirculatory disturbance of the function of the facial angular veins13. Statistical associations between rosacea-related flushing and migraine suggest a shared disorder of vascular regulation14 but there is no direct evidence that rosacea is primarily a vascular disorder. The response of the facial vessels to adrenaline, histamine and acetylcholine is normal,15 and the vessels do not seem abnormally fragile16 so the main abnormality is probably in the dermis surrounding blood vessels rather than in vessel walls. In addition, the distribution of rosacea is not identical with the flush area. A very important background feature is sun damage. Rosacea is always associated with solar elastosis and often with heliodermatosis17. Fair-skinned patients with rosacea type I will often give a history of sun sensitivity.
CLINICAL FINDINGS
Rosacea is usually symmetrically distributed over the face and is particularly obvious over the nose, cheeks, chin, forehead, and glabella. Occasionally, lesions are seen at extrafacial sites including the retroauricular areas, the V-shaped area of the chest, the neck, the back, and the scalp and extremities18. The diagnosis of rosacea in its classic forms presents no difficulty. The variants, however, may be overlooked or misdiagnosed.
Persistent oedema of rosacea
The published work hardly mentions this distressing variant. It has been reported as Morbihan disease or rosaceous lymphoedema20'21. A hard non-pitting swelling is found on the areas involved, mainly on the forehead, glabella, nose, or cheeks. A similar oedema sometimes arises in acne and in the Melkersson-Rosenthal syndrome; it develops against a background of chronic inflammation of any cause, including bacterial infection.
Ophthalmic rosacea Eye involvement is surprisingly common. Indeed, the disease may begin in the eye and escape diagnosis for a long time. The ophtialmic signs include blepharitis, conjunctivitis, iritis, iridocycitis, hypopyon-iritis, and even keratitis22. The term ophthalmic rosacea covers all these signs. The incidence is not known but more than half of patients participating in a cooperative isotretinoin trial for the treatment of rosacea were diagnosed by ophthalmologists as having inflammatory eye involvement23, blepharitis and conjunctivitis being the most common. The ophthalmic complications are independent of the severity of the facial rosacea but there is a strong correlation between the degree of eye involvement and a tendency to flushing24. Rosacea keratitis has an unfavourable prognosis, and in extreme cases leads to corneal opacity and blindness. Perhaps the most frequent eye sign is chronically inflamed margins of the eyelids, with scales and crusts, quite similar to seborrhoeic dermatitis, with which it is often confused. Pain and photophobia may be present. All patients with progressive rosacea should be seen by an ophthalmologist.
Lupoid or granulomatous rosacea Some patients develop epithelioid (lupoid) granulomas in a diffuse pattern25. Clinically, dozens of brown-red papules or little nodules on a diffuse erythema, frequently involving the lower eyelids, are seen. Histopathological examination with large pores, resembling the surface of an orange (peau shows perifollicular and perivascular granulomas. The concept of a rosacea-like tuberculide of Lewandowsky was based only on the tuberculoid structure found histologically in many papules; however, the condition is probably unrelated to tuberculosis. Its course is chronic and unremittent. Differential diagnosis includes lupoid perioral dermatitis, lupoid steroid rosacea, and micronodular sarcoidosis.
Steroid rosacea When a rosacea patient is erroneously treated with topical steroids the disorder may at first respond, but the improvement will be followed by steroid atrophy with thinning of the skin and an increase in telangiectases26. The complexion becomes dark-red with a copper-like tone. Soon the surface becomes studded with follicular, round, deep papulopustules and firm nodules. The appearance is shocking, with a flaming red, scaling, papule-covered face. The distribution can extend over the entire area of application of the topical steroid, often up to the hairline. Steroid rosacea is a pitiable, avoidable condition which in addition to disfigurement is accompanied by severe discomfort and pain. Withdrawal of the steroid is followed by exacerbation of the disease. The antibiotics used in acne are sometimes effective. Tetracyclines, clindamycin, and erythromycin, usually in similar eruption in the glabellar, malar, and periorbital concentrations from 0.5% or 2.0%, are commercially available. In one study, twice daily application of 1% clindamycin phosphate lotion in an aqueous base was equivalent in efficacy to 250mg oral tetracycline twice a day, without important side-effects over a 12-week trial39.
The mechanism of antibiotics may be anti-inflammatory rather than antibacterial. Tetracyclines and erythromycin reduce leucocyte migration and phagocytosis4.
Metronidazole is a synthetic nitroimidazole-derivative antibacterial and antiprotozoal agent, available in the USA and the UK as a 0.75% aqueous gel (MetroGel). In clinical studies metronidazole 0.75% topical gel or 1.0% cream improved inflammatory lesions in 68-96% of patients41. The gel is applied twice daily and is most effective in papular and pustular rosacea. It does not alter erythema, telangiectases, or flushing. When the drug is withdrawn, symptoms commonly recur. Where a registered preparation is not available we suggest the following prescription: metronidazole 2.0; Eucerin lotion ad 100.0. This 2% metronidazole lotion is applied once or twice daily as long as necessary. The principal adverse effects of topically applied metronidazole are local reactions such as burning and stinging.
Imidazoles are increasingly used for treatment of rosacea42. to 60 days may be needed to achieve control with a daily dose of 500mg. It should be regarded as a second-line drug. Rosacea fulminans requires special care30'31. Treatment starts with oral corticosteroids (e.g., prednisolone 1.0mg/ kg per day), for one week to cool down the fire. Then isotretinoin is added, at around 0.2-0.5 mg/kg, rarely 1.0 mg/kg, per day, with a slow tapering of the corticosteroid over the next two to three weeks. Isotretinoin is continued until all inflammatory lesions have disappeared. This may require three to four months. Draining abscesses should not be incised. Warm compresses can be applied, together with a potent corticosteroid cream (for the first 2 weeks only).
Miscellaneous
Facial massage has long been recommended. This is the socalled Sobye's massage57. Controlled studies are lacking.
Twice daily gentle circular massage is given for several minutes to nose, cheeks, and forehead.
There is no specific rosacea diet. Dietary limitations relate only to factors which provoke erythema, flushing and blushing such as alcoholic beverages, hot drinks, and spicy food. The patients themselves may find out which dietary items are troublesome.
Obliteration of ectatic vessels, particularly on the nose, can be achieved by intravascualr insertion of a fine diathermy needle or by argon or pulsed dye lasers58. In expert hands these work well.
Rhinophyma needs surgical intervention59. Excellent cosmetic results can be obtained by various techniques including scalpel or razor modelling, electrocoagulation, elevation of the intact epidermis with debridement of excess tissue below it, and lasers. Much depends on the training and preferences of the physician. Isotretinoin may be used successfully before the operation to shrink the bulbous portions, and postoperatively also60.
